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Abstract
Background: Though airway management methods during out-of-hospital cardiac arrest (OHCA) remain
controversial, no studies on the topic from Finland have examined adherence to OHCA recommendations in real
life. In response, the aim of this study was to document the interventions, success rates, and adverse events in
airway management processes in OHCA, as well as to analyse survival at hospital discharge and at follow-up a
year later.
Methods: During a 6-month study period in 2010, data regarding all patients with OHCA and attempted
resuscitation in southern and eastern Finland were prospectively collected. Emergency medical services (EMS)
documented the airway techniques used and all adverse events related to the process. Study endpoints included
the frequency of different techniques used, their success rates, methods used to verify the correct placement of
the endotracheal tube, overall adverse events, and survival at hospital discharge and at follow-up a year later.
Results: A total of 614 patients were included in the study. The incidence of EMS-attempted resuscitation was
determined to be 51/100,000 inhabitants per year. The final airway technique was endotracheal intubation (ETI) in
413 patients (67.3 %) and supraglottic airway device (SAD) in 188 patients (30.2 %). The overall success rate of ETI
was 92.5 %, whereas that of SAD was 85.0 %. Adverse events were reported in 167 of the patients (27.2 %). Having
a prehospital EMS physician on the scene (p < .001, OR 5.05, 95 % CI 2.94–8.68), having a primary shockable
rhythm (p < .001, OR 5.23, 95 % CI 3.05–8.98), and being male (p = .049, OR 1.80, 95 % CI 1.00–3.22) were
predictors for survival at hospital discharge.
Conclusions: This study showed acceptable ETI and SAD success rates among Finnish patients with OHCA.
Adverse events related to airway management were observed in more than 25 % of patients, and overall survival
was 17.8 % at hospital discharge and 14.0 % after 1 year.
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Background
In Finland, emergency medical services (EMS) attempt
resuscitation in 51 out-of-hospital cardiac arrests
(OHCA) per 100,000 inhabitants each year [1]. Among
these patients, airway management is controversial, how-
ever, and evidence of its role related to its outcome re-
mains poorly documented [2, 3]. Nevertheless, securing
the airway for sufficient oxygenation and ventilation dur-
ing resuscitation is a universally accepted principle [4].
For decades, endotracheal intubation (ETI) has been
considered the gold standard for advanced airway man-
agement [5]. However, ETI might not be the best tech-
nique in cases of OHCA [6, 7], for it is a highly
technical skill that providers should practise regularly
[8, 9]. In fact, in inexperienced hands, ETI can have
life-threatening consequences [10–12], and a prolonged
procedure can even interrupt effective chest compressions
during cardiac arrest [13].
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For airway management in patients with OHCA,
supraglottic airway devices (SAD) have increasingly
gained popularity as first-choice devices [14, 15]. Not
only are they feasible for use [16, 17], but their place-
ment also seems relatively easy and can enable chest
compressions with minimal interruptions during the
procedure. Successful insertion rates of SAD have been
high among EMS personnel [18], and as with ETI, SAD
might be associated with potential adverse events related
to insertion, insertion time, and ventilation management
in OHCA [19]. Furthermore, the use of advanced airway
devices has been shown to cause an increased no-flow
ratio during cardiac arrest [20].
In cases of OHCA, the optimal airway technique de-
pends on the skills and experience of EMS personnel
[21]. Though guidelines for managing the airway in the
prehospital environment have been published [22] and
though both ETI and SADs are used for cardiac arrest
patients in Finland, no studies on the topic have exam-
ined the adherence to those recommendations in actual
practice. Information regarding which airway devices
EMS personnel use during OHCA and the extent of
subsequent adverse events thus remains unknown.
In response, the primary aim of this study was to char-
acterise the choice of available interventions for OHCA,
their success rates, the verification methods used to con-
firm the right place of endotracheal tubes, and adverse
events in the airway management process. The second-
ary aim was then to study patients’ survival at hospital
discharge and after 1 year.
Methods
Study design
This prospective observational cohort study was conducted
with all OHCA patients in southern and eastern Finland
from 1 March to 31 August 2010. The Institutional
Review Board of Helsinki University Hospital approved
the study protocol (80/13/03/02/09, ClinicalTrials.gov
ID NCT01295424).
Study area and population
With an area of 337,000 km2 and population density of
only 17/km2, Finland is a sparsely populated country in
the northeast corner of the European Union. The study
area encompassed a population of 2,644,200, or 49.1 %
of the country’s total population, concentrated in southern
Finland, where close to 600,000 people live in Helsinki,
Finland’s largest city and capital. The study area also in-
cluded two university and six central hospitals (Fig. 1).
Finnish EMS system
Organised among 20 hospital districts, the three-tiered
Finnish EMS system involves basic and advanced life
support units (BLS and ALS), five regional physician-
staffed emergency helicopter units that are always on-
call, and an EMS physician-staffed ground unit in
Helsinki (Fig. 1). All physicians, either specialists in an-
aesthesiology and intensive care or in the final stage of
specialisation, are dispatched along with other EMS
units to all high-risk trauma and non-trauma 112 calls.
At the time of data collection, two physician-staffed heli-
copter units and the ground unit operated in the study
area; helicopter units were dispatched to all OHCAs
within 30 min, yet might be unavailable for each cardiac
arrest due to weather restrictions and other tasks. The
third tier—that of physicians—might not become
involved in an OHCA task based on information
Fig 1 FINNRESUSCI study area
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communicated by the first or second tier at the patient’s
side. At times, not needing a physician is due to the fu-
tility of the situation, often due to extensive time from
collapse to EMS arrival, unsuccessful resuscitation ef-
forts, and the presence of comorbidities.
Each of the 20 hospital districts in Finland has an ad-
ministrative EMS medical director. Although national
recommendations for prehospital care in OHCA are
available [23–25], their local implementation is dictated
by these EMS directors and thus varies. The airway tech-
nique used in OHCA depends on the education and
training of the EMS provider (Table 1), as well as on the
orders issued by medical directors. For advanced EMS
personnel, there could be multiple airway techniques
from which to choose.
In eight regional dispatch centres inside the study area,
trained dispatchers answer emergency calls. If a patient
is not awake or not breathing normally, then dispatchers
process the call as a cardiac arrest. All dispatchers at
these centres are trained to give telephone-guided car-
diopulmonary resuscitation (CPR) instructions.
Data collection
This study constituted a part of the observational FINN-
RESUSCI study [1]. All cardiac arrest patients who
underwent attempted resuscitation during a 6-month
data collection period were included, regardless of age
or the aetiology of the cardiac arrest. We considered re-
suscitation to have been attempted unless the EMS crew
immediately discontinued basic CPR after its initial as-
sessment, namely due to the futility of the situation. Fur-
ther analyses were conducted on patients whose airways
were managed with bag–valve–mask ventilation (BVM),
SAD, or ETI. The EMS personnel documented the first
airway device chosen, whether it was later replaced, and
the education of the provider who ultimately managed
the airway. Also reported were the highest-level EMS
provider on the scene, adverse events while securing the
airway, and the method of verifying the correct place-
ment of the ET tube. During data collection, neither
capnometry nor capnography was mandatory in all EMS
units.
For ETI, traditional laryngoscopy was performed, and
various supraglottic airway devices were used by EMS.
Laryngeal tubes (VBM Medizintechnik®) were primarily
used in the eastern part of the study area, whereas laryn-
geal masks or i-Gels® were more commonly used in the
southern part. Due to the estimated small sample size of
the study, all SADs were deemed supraglottic devices.
Adverse events associated with airway management
were defined in the study protocol as more than two at-
tempts, vomiting or regurgitation, or other. Events in
the last category were reported as overall adverse events
unrelated to airway technique selected, and multiple an-
swers were allowed. Survival was reported in terms of
which prehospital airway technique was ultimately used
(e.g., ETI or SAD).
For the purposes of the study, a standardised case re-
port form was distributed to all EMS providers. The
forms were returned by fax or mail to a research nurse
who entered the data into the electronic FINNRESUSCI
database. Information regarding patients’ status at the
time of hospital discharge was provided by the National
Institute for Health and Welfare, whereas data regarding
survival status at 1 year were provided by the Finnish
Population Information System. Pittsburgh Cerebral Per-
formance Category (CPC) status at 6–12 months was re-
ported for resuscitated patients admitted to the hospital
and to the intensive care unit (ICU) by a neurologist.
We were unable to follow-up on the neurological out-
come of patients admitted to any non-ICU ward.
Data analysis
Data were analysed using the Statistical Package for the
Social Sciences version 19.0 (SPSS Inc., Chicago, Illinois,
USA) and are here presented either as medians with
interquartile range (IQR) or as frequencies and percent-
ages. The association between categorical variables was
evaluated using cross tabulation and chi-square testing,
and analysis of variance was used when variables were
continuous. In all cases, a p value less than 0.05 was
considered to be significant. We compared patients’
demographic and cardiac arrest characteristics according
to ultimate airway technique (e.g., ETI or SAD). Logistic
Table 1 Description of EMS in Finland and airway devices used for OHCA patients
Tier Staff Background/education Airway technique in OHCA
First tier • First responders
• Basic-EMT
• Formal training for SAD use, not necessarily with
healthcare educational background
• Firefighter-EMT
• Practical nurse in prehosital emergency care
• SAD in eastern part of Finland
• SAD/ETI in southern part of Finland
Second tier • Advanced level • Registered nurse (bachelor) in emergency care • ETI/SAD
• ETI/SAD
Third tier • EMS physicians • >90 % anaesthesiologists or residents in anaesthesiology • ETI
OHCA out-of-hospital cardiac arrest, SAD supraglottic airway device, ETI endotracheal intubation, EMS emergency medical service, EMT emergency
medical technicians
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regression was used to identify factors related to survival
at hospital discharge and at 1-year follow-up; those fac-
tors included gender, initial primary rhythm, location
of cardiac arrest (i.e., at home or in public), witnesses
(i.e., bystanders or EMS), whether the even was wit-
nessed by EMS, presumed cardiac aetiology, whether
the dispatcher recognised OHCA, whether CPR was
provided by any bystanders before EMS arrival, the
highest level of the EMS provider on the scene, ETI or
SAD as the ultimate airway technique, type of region,
and presence of a prehospital EMS physician in OHCA
patient management.
Results
Demographic data
During the 6-month study period, Finnish EMS crews
attempted resuscitation in 671 OHCA patients, for an
incidence of 51 attempted resuscitations per 100,000 in-
habitants per year. Airway management data of 27 pa-
tients were missing, and 30 patients who were conscious
and breathing upon EMS arrival did not need any airway
intervention. In all, 614 patients were included in the
final analysis (Fig. 2).
The median age of patients was 66 (IQR 56–78) years,
and 435 of them were male (70.8 %). The cause of arrest
Fig 2 Study-flow-chart
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was considered to be of cardiac origin in 324 patients
(52.8 %), and the primary rhythm was shockable in 183
patients (29.8 %). OHCA was witnessed in 560 patients
(91.2 %) and by EMS in 117 of them (19.1 %). In 126 pa-
tients (20.5 %), cardiac arrest was witnessed with pri-
mary shockable rhythm, though not by EMS, and was
considered to be of cardiac origin. Excluding EMS-
witnessed OHCAs, T-CPR instructions were provided
for 152 patients (30.6 %), and 298 patients (48.5 %) re-
ceived bystander CPR before EMS arrived. The charac-
teristics of the study group appear in Table 2.
Airway technique
The first selected airway device was ETI in 67.6 % (n =
415) patients and SAD in 31.4 % patients (n = 193). Six
patients were treated with BVM without any attempt to
secure the airway (1.0 %). The final prehospital airway
technique was ETI in 67.3 % of patients (n = 413) and
SAD in 30.2 % (n = 188). One patient had a successful
cricothyrotomy after failed ETI and SAD attempts,
whereas in another six patients, attempts to secure the
airway failed, though BVM was succeeding in supporting
oxygenation and ventilation.
Most patients (n = 554, 90.2 %) were treated with the
initially selected airway technique only (ETI, SAD, or
BVM). In 59 patients (9.6 %), two airway techniques were
needed, and one patient required all three (0.2 %). Of the
614 patients, 602 (98.0 %) underwent the successful inser-
tion of an advanced airway device, either ETI or SAD.
Airway success rate with first selected airway device
The overall success rate of ETI was 384/415 (92.5 %)
and of SAD164/193 (85.0 %), with no more than two
ETI placements in 353 of all ETI patients (85.1 %) and
in 155 of SAD patients (80.3 %). In patients who ultim-
ately received ETI, the provider was of BLS level for 82
patients (19.9 %), of ALS level for 264 patients (62.4 %),
and a prehospital EMS physician for 67 patients
(16.2 %). In the SAD group, the corresponding figures
were 129 patients (68.7 %), 57 patients (30.3 %), and two
patients (1.1 %).
Reported adverse events
EMS crews confronted adverse events while securing the
airway in 167 patients (27.2 %). More than two attempts
were necessary in 50 patients (8.1 %), and 44 patients re-
gurgitated (7.2 %); in either case, the event was regis-
tered regardless of whether it happened before or after
the EMS crew arrived. In 29 patients (4.7 %), EMS crews
reported difficult anatomy or impaired vision as the rea-
son for difficult airway management. Other reasons were
reported in 90 patients (14.7 %), most of whom had
blood or another secretion in the upper airway. EMS
physicians successfully intubated eight patients after
failed attempts by paramedics.
Methods of verifying the correct placement of the ET
tube—multiple answers were allowed—were capnometry
or capnography (n = 315, 76.3 %), auscultation and ob-
serving chest movements (n = 281, 68.0 %), and placing
the tube under visual control (n = 356, 86.2 %). Four ETI
patients had no record of how tube placement was
verified.
Prehospital EMS physicians on the scene
A prehospital EMS physician was involved in the patient
management of 249 patients (40.6 %), 220 (53.3 %) of
Table 2 Characteristics of OHCA patients and final advanced airway techniquea
Characteristics Total n = 614 SAD n = 188 ETI n = 413 P-value
Age, median (IQR) 66(56–78) 68(57–78) 65(55–77) 0.135
Sex, n (%) of males 436(71.0) 137(72.9) 289(70.0) 0.469
Witnessed, n (%) 560(91.2) 190(90.4) 378(91.5) 0.659
EMS-witnessed, n (%) 119(19.1) 31(16.5) 82(19.9) 0.328
CPR before EMS arrival, n (%) 298(48.5) 95(50.5) 199(48.2) 0.593
Highest EMS provider level on scene, n (%) <0.001
Basic level paramedic 119(19.4) 85(45.2) 31(7.5)
Advanced level paramedic 246(40.1) 78(41.5) 162(39.2)
249(40.6) 25(13.3) 220(53.3)
Prehospital physician
Shockable initial rhythmb, n (%) 183(29.8) 44(23.4) 136(32.9) 0.035
SAD supraglottic airway device
ETI endotracheal intubation
EMS emergency medical service
CPR cardiopulmonary resuscitation
P-values from chi-square test except age that was counted with one-way-ANOVA
a BVM (n = 12) and cricothyroidotomy (n = 1) listed only in “total”
b in two patients, the initial rhythm was not monitored
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whom were ETI patients and 25 of whom (13.3 %) were
SAD patients. No airway intervention was performed for
four of these patients.
Patient outcome
Of 614 patients, 213 survived event (34.7 %). Of survi-
vors, 109 (17.8 %) survived to hospital discharge,
whereas 86 (14.0 %) were alive at the 1-year follow-up.
CPC at 6–12 months was available for 71 patients
(65.1 %), 46 of whom had CPC 1 or 2 (42.2 % of all pa-
tients discharged). In multivariate analysis, initial shock-
able rhythm (p < .001, OR 6.96, 95 % CI 3.61–13.44) and
prehospital EMS physician presence on the scene when
treating the OHCA patient (p = .013, OR 2.57, CI 1.22–
5.43) were related to survival at 1 year. The same factors
were related to survival at hospital discharge: primary
shockable rhythm (p < .001, OR 5.23, 95 % CI 3.05–
8.98), prehospital EMS physician presence (p < .001, OR
5.05, 95 % CI 2.94–8.68.), and maleness (p = .049, OR
1.80, 95 % 1.00–3.22).
Discussion
Among the chief findings of this study, the first is that
EMS personnel in Finland most often treat airways in
OHCAs with ETI (67.3 %) and at an acceptable overall
success rate (92.5 %), as 85.1 % were successful with two
or fewer attempts. Second, SAD was used as the final
airway device in 30.6 % of the patients; 85.0 % of those
SADs were successfully placed. Third, adverse events re-
lated to airway management were observed in approxi-
mately a quarter of all OHCA patients. Lastly, patients
who survived to hospital discharge and at 1 year more
likely suffered an OHCA with initial shockable rhythm
and had a prehospital EMS physician on the scene dur-
ing their treatment.
In agreement with a retrospective OHCA study from
the United States [26], which showed that ETI was the
technique most commonly used (52.6 %), we found that
ETI was the most frequently used device in OHCAs in
Finland. At the same time, studies from Japan have dem-
onstrated that only a minority of OHCA patients there
have been intubated [2, 3]. It thus seems that there are
variations in national practices and guidelines regarding
the use of different airway devices. Our study supports
current hospital district recommendations, according to
which all EMS providers should be trained to use some
airway device in responding to OHCA and ETI should
be performed primarily by ALS or prehospital EMS
physicians.
In a study by Wang et al. [27], overall ETI success
rates were 77.0 %, compared to a rate of 92.5 % in this
study. However, their data also included non-arrest med-
ical and trauma patients, most of whom (78.0 %) were
still OHCA patients. Meanwhile, Diggs [28] reported an
overall ETI success rate in cardiac arrest patients of
85.5 %. Yet, even if success rates are acceptable, EMS
personnel are nevertheless liable to encounter significant
challenges [29].
We found that placing the ETI seemed to be effective
and lead to desirable results with acceptable rates; how-
ever, a previous survey conducted in Finland reported
low frequencies of advanced airway procedures, includ-
ing tracheal intubation, by non-physicians [30]. Nordic
guidelines recommend that prehospital ETI should be
performed in non-arrest patients only by anaesthesiolo-
gists skilled in drug-assisted ETI and that experienced
ALS-trained EMS personnel may attempt the procedure
during cardiac arrest, yet avoid repeated attempts [22].
In the present study, ETI was most often performed by
ALS (62.4 %) and succeeded in 85.1 % of patients in two
or fewer attempts.
Of the 614 OHCA patients in this study, 30.6 % had
an SAD as the ultimate airway technique. In recent
years, alternative airway techniques have been increas-
ingly used as part of a primary approach for managing
airways in OHCA, especially when EMS personnel are at
the BLS level [31]. Despite these devices’ popularity, re-
ports have shown that adverse events related to SAD use
in OHCA are possible. For instance, a Norwegian study
[19] reported high overall laryngeal tube insertion rates
in OHCA (85.3 %) performed by non-physicians, yet also
a great deal of insertion-related problems (52.7 %). At
the same time, Länkimäki et al. [32] reported that first
responders with only brief training achieved 71.9 % la-
ryngeal tube success rates in OHCA on the first attempt,
with difficulties in 14.1 % of the cases.
In this study, the overall success rate for SAD place-
ment was 85.0 %, most of which were placed by EMS
providers at the BLS level (68.7 %). This finding may
suggest a need for additional training in airway manage-
ment skills for BLS-level providers. Nevertheless, we be-
lieve that SAD is an effective for BLS-level providers,
who would otherwise know only the BVM method,
which is often a challenging manoeuvre to perform [17].
Most patients in our study needed only one airway
technique (ETI or SAD, 89.3 %), and only one cricothyr-
otomy was necessary after failed ETI and SAD attempts.
In more than a quarter (27.2 %) of OHCA patients, ad-
verse events occurred while securing the airway—most
frequently, the need for two attempts (8.1 %). This rate
could be acceptable, though multiple intubation at-
tempts have been associated with adverse events in
emergency situations [10, 33].
High rates of unrecognised ETI have been reported
among paramedics [34], though the problem is probably
more frequent than assumed, especially when capnome-
try is not used, and leads to a higher mortality rate [35].
CPR guidelines consider end-tidal CO2 monitoring to be
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a compulsory method after ETI placement [22, 36] in
order to prevent catastrophic events from occurring. We
found that correct ETI placement was verified by capno-
metry in 76.3 % of intubated patients, though we did not
record whether the absence of it stemmed from a lack of
equipment or a lack of use. At the time of our study,
Finnish guidelines advised using capnometry after pla-
cing an ETI [23]. For SADs and especially for BLS-level
personnel using supraglottic airway devices, guidelines
and practices varied among hospital districts, and it was
possible that capnometry and capnography did not exist
in the supplies of each EMS unit. Currently, it is capno-
graphy that is considered mandatory in EMS units and
should be used when securing an airway either with an
SAD or by ETI [25].
Overall survival from OHCA regardless of aetiology
was 17.8 % at hospital discharge and, after 1 year,
14.0 %. These survival rates are consistent with those of
previous reports [37]. Regression analysis showed that
initial shockable rhythm and the presence of a prehospi-
tal EMS physician were factors related to survival at hos-
pital discharge and at 1 year; however, we found a rather
modest rate of prehospital EMS physician presence in
some phases of care of OHCA patients (40.7 %).
Physician-staffed units are routinely dispatched in pri-
mary response in cases of cardiac arrest, yet due to long
distances, weather restrictions, and the limited number
of these units, they cannot respond all OHCA calls.
Limited evidence suggests that the presence of a phys-
ician improves outcomes in patients with OHCAs [38].
However, to date, no randomised controlled studies on
the topic exist or have been conducted on improved
outcomes with any elements of advanced cardiac life
support. For example, a recent study from Norway
showed no difference in outcome between physician-
and paramedic-staffed ambulances [39].
Regression analysis showed no relationship between
the airway technique used and survival. A recent meta-
analysis suggested that non-traumatic OHCA patients
whose airways were treated with ETI had better outcomes
than those treated with SADs [40]. Patient survival might
not be an appropriate indicator for comparing different air-
way techniques used during cardiac arrest, however, since
the outcome could be influenced by many factors [41].
Limitations
This study poses some limitations. For one, data collec-
tion was challenging, since this study was an observa-
tional cohort study of cardiac arrest patients in the
prehospital environment. We did not specify whether
adverse events in airway device placement were related
to ETI or SAD or whether placement succeeded on the
first attempt. We recorded the final airway placement
provider not as a person but as the person’s having BLS-,
ALS-, or physician-level expertise, which prevented us from
reporting whether the provider changed during the airway
placement procedure. We also did not specify the type of
SAD used, though some SAD devices can be more feasible
than others. However, due to the low number of data, we
decided not the split the study group by SAD, which could
have added bias. Moreover, since multiple attempts should
be avoided [22] and a maximum of two attempts is accept-
able for airway device placement, we decided to report the
result of two attempts in the study group.
Despite those limitations, our study offers a valid de-
scription of the prehospital airway management process
in Finnish OHCA patients in a real-life setting.
Conclusions
This study showed that ETI was the most frequently
used airway technique in OHCA in Finland and exhib-
ited an acceptable rate of success, which suggests that it
is a feasible method for experienced EMS personnel for
OHCA patients. SAD success rates were less than those
for ETI. Since BLS-level providers mostly used SADs,
that result suggests a need to improve their skills with
training. EMS personnel encountered adverse events in
airway management in every fourth patient. The study
suggested that primary shockable rhythm and a prehos-
pital EMS physician’s involvement in OHCA patient care
improves survival rates, though the latter finding should
be interpreted with caution.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
The study protocol was discussed, written and edited by all authors. All
participated collecting the data. PH analysed the data with JK. The manuscript
was drafted by PH and all authors contributed to the editing and accepted the
final version of the article.
Acknowledgements
The authors would like to thank all the paramedics, nurses and doctors for
their efforts on this study. For the FINNRESUSCI Prehospital Study Group
(to be searchable through their individual PubMed records): James Boyd,
EMS, Department of Emergency Care, Helsinki University Hospital, Helsinki,
Finland. Tero Varpula, Department of Intensive Care, Helsinki University
Hospital, Helsinki, Finland. Tuomas Oksanen, Department of Intensive Care,
Helsinki University Hospital, Helsinki, Finland. Teuvo Määttä, EMS, Department
of Emergency Care, Helsinki University Hospital, Helsinki, Finland. Mikko Lintu,
Department of Emergency Care, Central Finland Central Hospital Jyvaskyla,
Finland. Susanna Wilen, Emergency Department, North Carelia Central
Hospital, Joensuu, Finland. Kari Pullinen, Department of Anaesthesia,
Savonlinna Central Hospital, Savonlinna, Finland. Heikki Laine, Department of
Anaesthesia and Intensive Care, Mikkeli Central Hospital, Mikkeli, Finland.
Hetti Kirves, Hyvinkää, EMS, Helsinki and Uusimaa District, Hyvinkää, Finland.
Jarmo Lehtonen, Turku University Hospital, Turku, Finland. Petri Loikas,
Kymenlaakso Social and Health Services, Kotka, Finland. Tom Löfstedt,
Länsi-Uusimaa, EMS, Helsinki and Uusimaa Hospital District, Raasepori,
Finland. Ulla Martin, MD; Porvoo hospital, Helsinki and Uusimaa Hospital
District, Porvoo, Finland. Heimo Niemelä, South Karelia District of Social and
Health Services, Lappeenranta, Finland. Arto Tennilä, Malmi Hospital,
Department of Health and Social Services, Helsinki City, Finland. Juha Valli,
Hyvinkää Hospital, Helsinki and Uusimaa Hospital District, Hyvinkää, Finland.
Hiltunen et al. Scandinavian Journal of Trauma, Resuscitation and Emergency Medicine  (2016) 24:49 Page 7 of 9
Financial
This study was supported by the EVO funds of Kuopio University Hospital, by
Foundation of Emergency Medicine, by Finska Läkaresällskapet Foundation
and by the Päivikki and Sakari Sohlberg Foundation. The study financers had
no involvement in the study design, in the collection, analysis and
interpretation of data, in the writing of the manuscript or in the decision to
submit the manuscript for publication.
Author details
1Centre for Prehospital Emergency Care, Kuopio University Hospital, PO Box
1777, FIN-70210 Kuopio, Finland. 2EMS, Department of Emergency Care,
Helsinki University Hospital, Stenbäckinkatu 9, 000209 HUS Helsinki, Finland.
Received: 13 October 2015 Accepted: 4 April 2016
References
1. Hiltunen P, Kuisma M, Silfvast T, Rutanen J, Vaahersalo J, Kurola J,
Finnresusci Prehospital Study Group. Regional variation and outcome of
out-of-hospital cardiac arrest (ohca) in Finland - the Finnresusci study.
Scand J Trauma Resusc Emerg Med. 2012;20:80.
2. Kajino K, Iwami T, Kitamura T, Daya M, Ong ME, Nishiuchi T, Hayashi Y, Sakai
T, Shimazu T, Hiraide A, Kishi M, Yamayoshi S. Comparison of supraglottic
airway versus endotracheal intubation for the pre-hospital treatment of
out-of-hospital cardiac arrest. Crit Care. 2011;15(5):R236.
3. Tanabe S, Ogawa T, Akahane M, Koike S, Horiguchi H, Yasunaga H,
Mizoguchi T, Hatanaka T, Yokota H, Imamura T. Comparison of neurological
outcome between tracheal intubation and supraglottic airway device
insertion of out-of-hospital cardiac arrest patients: a nationwide,
population-based, observational study. J Emerg Med. 2013;44(2):389–97.
4. Nolan JP, Soar J, Zideman DA, Biarent D, Bossaert LL, Deakin C, Koster RW,
Wyllie J, Bottiger B, ERC Guidelines Writing Group. European Resuscitation
Council Guidelines for Resuscitation 2010 Section 1. Executive summary.
Resuscitation. 2010;81(10):1219–76.
5. Deakin CD, Nolan JP, Soar J, Sunde K, Koster RW, Smith GB, Perkins GD.
European resuscitation council guidelines for resuscitation 2010 section 4.
adult advanced life support. Resuscitation. 2010;81(10):1305–52.
6. Lyon RM, Ferris JD, Young DM, McKeown DW, Oglesby AJ, Robertson C.
Field intubation of cardiac arrest patients: a dying art? Emerg Med J.
2010;27(4):321–3.
7. Hanif MA, Kaji AH, Niemann JT. Advanced airway management does not
improve outcome of out-of-hospital cardiac arrest. Acad Emerg Med.
2010;17(9):926–31.
8. Nolan JP, Soar J. Airway techniques and ventilation strategies. Curr Opin Crit
Care. 2008;14(3):279–86.
9. Gatward JJ, Thomas MJ, Nolan JP, Cook TM. Effect of chest compressions on
the time taken to insert airway devices in a manikin. Br J Anaesth.
2008;100(3):351–6.
10. Hasegawa K, Shigemitsu K, Hagiwara Y, Chiba T, Watase H, Brown 3rd CA,
Brown DF. Japanese emergency medicine research alliance investigators.
association between repeated intubation attempts and adverse events in
emergency departments: an analysis of a multicenter prospective
observational study. Ann Emerg Med. 2012;60(6):749–54. e2.
11. Bang A, Biber B, Isaksson L, Lindqvist J, Herlitz J. Evaluation of dispatcher-assisted
cardiopulmonary resuscitation. Eur J Emerg Med. 1999;6(3):175–83.
12. Holmberg M, Holmberg S, Herlitz J. Effect of bystander cardiopulmonary
resuscitation in out-of-hospital cardiac arrest patients in Sweden.
Resuscitation. 2000;47(1):59–70.
13. Kramer-Johansen J, Wik L, Steen PA. Advanced cardiac life support before
and after tracheal intubation–direct measurements of quality. Resuscitation.
2006;68(1):61–9.
14. Heuer JF, Barwing J, Eich C, Quintel M, Crozier TA, Roessler M. Initial
ventilation through laryngeal tube instead of face mask in out-of-hospital
cardiopulmonary arrest is effective and safe. Eur J Emerg Med.
2010;17(1):10–5.
15. Kurola J, Paakkonen H, Kettunen T, Laakso JP, Gorski J, Silfvast T. Feasibility
of written instructions in airway management training of laryngeal tube.
Scand J Trauma Resusc Emerg Med. 2011;19:56. 19-56.
16. Kette F, Reffo I, Giordani G, Buzzi F, Borean V, Cimarosti R, Codiglia A,
Hattinger C, Mongiat A, Tararan S. The use of laryngeal tube by nurses in
out-of-hospital emergencies: preliminary experience. Resuscitation.
2005;66(1):21–5.
17. Kurola J, Harve H, Kettunen T, Laakso JP, Gorski J, Paakkonen H, Silfvast T.
Airway management in cardiac arrest–comparison of the laryngeal tube,
tracheal intubation and bag-valve mask ventilation in emergency medical
training. Resuscitation. 2004;61(2):149–53.
18. Schalk R, Byhahn C, Fausel F, Egner A, Oberndorfer D, Walcher F,
Latasch L. Out-of-hospital airway management by paramedics and
emergency physicians using laryngeal tubes. Resuscitation.
2010;81(3):323–6.
19. Sunde GA, Brattebo G, Odegarden T, Kjernlie DF, Rodne E, Heltne JK.
Laryngeal tube use in out-of-hospital cardiac arrest by paramedics in
Norway. Scand J Trauma Resusc Emerg Med. 2012;20:84. 20-84.
20. Yeung J, Chilwan M, Field R, Davies R, Gao F, Perkins GD. The impact of
airway management on quality of cardiopulmonary resuscitation: an
observational study in patients during cardiac arrest. Resuscitation. 2014;
85(7):898–904.
21. Soar J, Nolan JP. Airway management in cardiopulmonary resuscitation. Curr
Opin Crit Care. 2013;19(3):181–7.
22. Berlac P, Hyldmo PK, Kongstad P, Kurola J, Nakstad AR, Sandberg M,
Scandinavian Society for Anesthesiology and Intensive Care Medicine.
Pre-hospital airway management: guidelines from a task force from the
Scandinavian Society for Anaesthesiology and Intensive Care Medicine. Acta
Anaesthesiol Scand. 2008;52(7):897–907.
23. Silfvast T, Castren M, Kurola J, Lund V, Martikainen M. Ensihoito-opas. 4th ed.
Helsinki: Duodecim; 2009.
24. Duodecimin SL, Elvytysneuvoston S, Anestesiologiyhdistyksen S, Tyoryhma
SPRA. Update on current care guidelines: resuscitation. Duodecim. 2011;
127(10):1061–3.
25. Silfvast T, Castrén M, Kurola J, Lund V, Martikainen M. Ensihoito-opas. 8th ed.
Helsinki: Duodecim; 2016.
26. McMullan J, Gerecht R, Bonomo J, Robb R, McNally B, Donnelly J, Wang HE,
CARES Surveillance Group. Airway management and out-of-hospital cardiac
arrest outcome in the CARES registry. Resuscitation. 2014;85(5):617–22.
27. Wang HE, Mann NC, Mears G, Jacobson K, Yealy DM. Out-of-hospital
airway management in the United States. Resuscitation.
2011;82(4):378–85.
28. Diggs LA, Yusuf JE, De Leo G. An update on out-of-hospital airway
management practices in the United States. Resuscitation.
2014;85(7):885–92.
29. Prekker ME, Kwok H, Shin J, Carlbom D, Grabinsky A, Rea TD. The
process of prehospital airway management: challenges and solutions
during paramedic endotracheal intubation. Crit Care Med.
2014;42(6):1372–8.
30. Raatiniemi L, Lankimaki S, Martikainen M. Pre-hospital airway management
by non-physicians in Northern Finland – a cross-sectional survey. Acta
Anaesthesiol Scand. 2013;57(5):654–9.
31. Gahan K, Studnek JR, Vandeventer S. King LT-D use by urban basic life
support first responders as the primary airway device for out-of-hospital
cardiac arrest. Resuscitation. 2011;82(12):1525–8.
32. Lankimaki S, Alahuhta S, Kurola J. Feasibility of a laryngeal tube for
airway management during cardiac arrest by first responders.
Resuscitation. 2013;84(4):446–9.
33. Mort TC. Emergency tracheal intubation: complications associated with
repeated laryngoscopic attempts. Anesth Analg. 2004;99(2):607–13. table of
contents.
34. Katz SH, Falk JL. Misplaced endotracheal tubes by paramedics in an
urban emergency medical services system. Ann Emerg Med.
2001;37(1):32–7.
35. Timmermann A, Russo SG, Eich C, Roessler M, Braun U, Rosenblatt
WH, Quintel M. The out-of-hospital esophageal and endobronchial
intubations performed by emergency physicians. Anesth Analg.
2007;104(3):619–23.
36. Soar J, Nolan JP, Bottiger BW, Perkins GD, Lott C, Carli P, Pellis T, Sandroni C,
Skrifvars MB, Smith GB, Sunde K, Deakin CD, Adult advanced life support
section Collaborators. European Resuscitation Council Guidelines for
Resuscitation 2015: Section 3. Adult advanced life support. Resuscitation.
2015;95:100–47.
37. Berdowski J, Berg RA, Tijssen JG, Koster RW. Global incidences of
out-of-hospital cardiac arrest and survival rates: Systematic review of 67
prospective studies. Resuscitation. 2010;81(11):1479–87.
Hiltunen et al. Scandinavian Journal of Trauma, Resuscitation and Emergency Medicine  (2016) 24:49 Page 8 of 9
38. Botker MT, Bakke SA, Christensen EF. A systematic review of controlled
studies: do physicians increase survival with prehospital treatment? Scand J
Trauma Resusc Emerg Med. 2009;17:12. 17-12.
39. Olasveengen TM, Lund-Kordahl I, Steen PA, Sunde K. Out-of hospital
advanced life support with or without a physician: effects on quality of CPR
and outcome. Resuscitation. 2009;80(11):1248–52.
40. Benoit JL, Gerecht RB, Steuerwald MT, McMullan JT. Endotracheal intubation
versus supraglottic airway placement in out-of-hospital cardiac arrest: A
meta-analysis. Resuscitation. 2015;93:20–6.
41. SOS-KANTO study group. Comparison of arterial blood gases of laryngeal
mask airway and bag-valve-mask ventilation in out-of-hospital cardiac
arrests. Circ J. 2009;73(3):490–6.
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
Hiltunen et al. Scandinavian Journal of Trauma, Resuscitation and Emergency Medicine  (2016) 24:49 Page 9 of 9
